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Introduction
Persistent sciatic artery (PSA) aneurysm may be
associated with thrombosis or distal embolization.1 – 3
Its location makes direct surgical repair challenging.
Herein, we describe a patient with aneurysm of a
PSA who suffered distal embolization. In one endo-
vascular procedure, three surgical goals were accom-
plished: (1) aneurysm exclusion, (2) reestablishment of
vascular continuity, and (3) distal embolectomy.
Report
An 83-year-old Chilean man developed sudden onset
of right calf and foot rest pain while visiting in
Michigan. He presented four days later with an
ischemic right foot with palpable femoral and popli-
teal pulses but no distal pulses. His foot improved
with heparinization, indicating partial clot break-up.
Angiography revealed a normal abdominal aorta and
iliac arteries. A persistent, complete sciatic artery with
a 3.5 cm aneurysm supplied the right leg with
contiguous flow to the popliteal artery (Fig. 1). The
common and deep femoral arteries were normal, but
the superficial femoral artery was hypoplastic. The
peroneal and posterior tibial arteries contained
thrombi. The anterior tibial artery was patent to the
foot.
Surgery entailed distal embolectomy and endograft
repair of the sciatic artery aneurysm with an endograft
(Wallgraft, Boston Scientific) using an open, above-
knee popliteal approach. A 10 cm graft was placed,
allowing sufficient overlap with normal-sized artery
on either side of the aneurysm (Fig. 2). He was
discharged the following day with palpable pedal
pulses. He remained well at 3-month follow-up, then
returned to Chile.
Discussion
The traditional open repair of a persistent sciatic artery
carries risks due to difficult exposure and the close
approximation of the sciatic nerve.1 – 3
Endovascular techniques include coiling for
aneurysm exclusion and thrombolytic therapy for
distal embolization or thrombosis.3 Until recently
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Fig. 1. Intraoperative, pre-stent arteriogram showing the
PSA aneurysm lying behind the greater trochanter.
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revascularization, if needed, would have required an
iliofemoral or femoropopliteal bypass.2
The development of endovascular stent grafts has
led to a new approach in the repair of PSA aneurysms.
Gabelmann et al.4 reported the first repair of a PSA
aneurysm using a contralateral puncture to place a
stent graft. The advantage of this approach is that the
aneurysm can be excluded and circulation can be
maintained using a minimally invasive procedure.
Although our patient had adequate pedal flow, we
decided to remove the emboli at the same procedure.
Our patient had a ‘complete’ sciatic artery1 – 3 which
allowed us to perform both distal embolectomy and
retrograde endograft placement into the PSA. Access
to the entire lower extremity and its vascular inflow
were available. Thus, correction of distal ischemia,
aneurysm exclusion, and restored vascular continuity
could be carried out through one familiar and well-
tolerated surgical approach.
The PSA typically runs a straight course with few
side branches. Because of this, we were able to place a
long stent graft through the aneurysm with significant
overlap into normal-calibre artery on either side of the
aneurysm. This should minimize the risk of graft
migration and subsequent Type I endoleak. Intrao-
perative angiograms did not show any side branches
arising from the aneurysm, so a Type II endoleak
would be unlikely.
Durability remains a question. There will never be
long-term clinical studies due to the rarity of this
lesion. It is not known whether the repetitive trauma
which probably caused the aneurysm,2 may also affect
endograft performance. We would recommend long-
term surveillance, if possible, as is done with aortic
endografts.
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Fig. 2. (a) Post-stent film showing configuration of the stent
graft. (b) Post-stent arteriogram showing exclusion of the
aneurysm with overlap into normal vessel and no evidence
of endoleak.
S. Jain et al.6
EJVES Extra, 2004
